disease? The most obvious is that the immunological disease continues with low activity, reducing the total absorptive surface area and the number of mature duodenal villous cells, thus impairing the absorption of calcium. Calcium malabsorption causes secondary hyperparathyroidism which leads to loss of bone mineral; a similar mechanism is thought to be a major problem in senile osteoporosis."I Malabsorption of vitamin D (calciferol) is probably of less importance. ' [1] [2] [3] [4] [5] g/day) may be needed to maintain the calcium balance in postmenopausal women,24 and as diets frequently contain less than 400 mg ofcalcium, supplementation with 500 to 1000 mg ofelemental calcium is advisable. In healthy women with low dietary calcium intake who were more than six years past the menopause, supplementation with 500 mg elemental calcium was shown to reduce bone loss in a prospective, randomised, double-blind study. 25 Dietary calcium can be easily assessed to establish those most in need of supplements, bearing in mind that the net calcium absorbed also depends on the absorptive efficiency. Fractional calcium absorption varies widely, even in apparently healthy women,26 but the value of routine determinations is not yet known.
While there are differences in bioavailability of calcium from various formulations depending on how the preparation disperses, which calcium salt is given is of little practical importance so long as sufficient is taken for long enough. In coeliac disease, the use of gluten as a binder must be excluded, but most of the currently prescribed and ' 
